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patients as that used in the effectiveness analysis.
Study sample
The sample size was not determined in the planning phase. In addition, no power calculations were conducted retrospectively. Consecutive patients who visited the primary care practice for routine visits were screened with a 2-stage screening questionnaire by administrative staff. Initially, 653 of the 11,006 people screened were found to be positive. It was reported that of these positively screened patients, 174 (26.6%) refused further evaluation, but the reasons for refusal were not reported. Only 479 (44%) of the positively screened patients met the inclusion criteria for beginning a new treatment episode for major depression. A total of 124 patients in the enhanced care group had been recently treated and were excluded from the initial sample, compared with 144 in the usual care group. Five patients in the enhanced care group and 6 patients in the usual care group were excluded because of incomplete or unavailable medical records. The study sample comprised 200 patients, 110 in the enhanced care group and 90 in the usual care group. The mean age of the 200 participating patients was 43.4 years, and 84.0% were women.
Study design
The analysis was based on a multi-centre randomised controlled trial (RCT). Twelve primary care practices were included in the study and were randomised to advanced or usual care. Randomisation was achieved through stratification according to depression practice modules. Details on the randomisation of the patients are given in another study (Rost et al. 2002 , see 'Other Publications of Related Interest' below for bibliographic details). The patients were followed up at 6, 12, 18 and 24 months after the visit, through a structured telephone interview conducted directly by an interviewer blinded to the intervention. It was reported that for 3 patients the primary care practice was contacted first in order to obtain new location data. The response rate was 89% at 6 months, 82% at 12 months, 70% at 18 months and 68% at 24 months. Nineteen patients were lost to follow-up at the first interview, but the reasons for withdrawal were not provided.
Analysis of effectiveness
The analysis was conducted on an intention to treat basis. The primary outcome used during the acute stage (visit at the primary care practice) was the patients' response to treatment. During the follow-up period, the primary outcomes were the patients' symptoms of depression and evaluation of the depression treatment (e.g. use of antidepressant medication). In terms of demographic characteristics, the usual care patients were older than the enhanced care patients (45.4 versus 41.8 years; p=0.04). The age factor was controlled for in all models used for the data analyses (e.g. general linear mixed models, 2-part models). The patient groups were shown to be comparable in all other sociodemographic and clinical characteristics, including minority status, insurance status, dysthymia in the previous year, panic attacks in the previous year, the presence of work limitations around the house, number of bed or cutback days, and emotional role functioning evaluated using the SF-36 (36-item Short Form Health Survey).
Effectiveness results
The authors reported that 66% of patients complained only of physical symptoms during the index visit, while 34% complained of either psychological symptoms or mixed psychological-physical symptoms. The difference in the percentage of patients complaining of physical symptoms in the enhanced and usual care groups was not statistically significant (63% versus 70%; p=0.28).
Enhanced care was more effective in improving depression treatment (e.g. use of antidepressant medication) for patients who complained of both psychological and physical symptoms. During the first 6 months, clinical improvement was mild and was not significantly different between patients in usual care and enhanced care complaining of physical symptoms and patients in usual care complaining of psychological symptoms. However, enhanced care was more effective in controlling depression severity in patients who reported mainly psychological symptoms than in all other groups. It is noteworthy that no quantitative results were reported for the effectiveness results reported before (Rost et al. 2002) . 
Clinical conclusions
The authors concluded that a 2-year ongoing intervention for primary care patients who complain of psychological symptoms at the beginning of a new depression treatment episode improves clinical outcomes. However, it is not equally effective for patients who complain exclusively of physical problems at the beginning of a new depression treatment episode.
Measure of benefits used in the economic analysis
The authors did not derive a summary measure of benefit. In effect, a cost-consequences analysis was performed.
Direct costs
The health service costs included in the analysis were the intervention costs, including time costs for screening patients (salary plus fringe benefits for care managers, physicians) and for preparation and delivery of the intervention, time costs of post-session record keeping and review after the session, care manager-physician communication and administrative overheads. Outpatient treatment costs included the costs of outpatient primary care visits, specialty mental health care visits, emergency department visits and psychotropic medication. The costs and the quantities were not reported separately. Resources used, in terms of professionals' time, were derived from care manager logs for patient screening. Further use of health care resources was based on patient-reported utilisation. All costs were derived from official published sources. Discounting was not undertaken since the costs were incurred during 2 years. All of the costs were appropriately adjusted using the Consumer Price Index and were reported for the fiscal year 2000.
Statistical analysis of costs
The costs were analysed using SAS 8.2 software (SAS Institute, Cary). Initially, the cost data were log-transformed. General linear mixed models were carried out to estimate differences in outpatient costs between enhanced care and usual care patients. The same models were used to estimate the differential intervention effect on costs according to patient style (report of physical or psychological symptoms). In addition, 2-part models were used to estimate the total costs when more than 10% of the patients faced zero costs. The probability of incurring any costs was explored using logistic regression. The total costs were estimated annually and the authors built repeated measures models. Patients who were lost to follow-up after the first 6 months or during the second year of follow-up were accounted as facing zero costs.
